(2) "The unique association of religious service attendance with mortality over and above the influence of other risk factor is still not clear." This statement is not true. See the studies above.
(3) "It may be that the association involves other elements of religion/spirituality or that the association may be due to confounding with the aforementioned psychosocial variables." This statement shows a lack of expertise in the field. Lifestyle factors and psychosocial resources are framed as mediators or explanations of the effects of religious involvement, not confounders. This point is confused throughout. Depression and social support are mediators and should not be included in Model 1.
(4) The authors need to address the limitation of the sampling design. This is not a true probability sample. Therefore the results are not generalizable beyond the participants included in the study.
(5) The authors could provide more precise interpretations of their HRs. For example, in Model 3, relative to those who never attend, the instantaneous probability of all-cause mortality is reduced by 8% (.92-1*100) for those who attend more than once per week.
(6) "We further analyzed the associations of religious service attendance with all-cause mortality stratified by race, gender, socioeconomic and lifestyle factors, to explore the heterogeneity of the associations." Why? What"s the point of this analysis? Without any rationale in the front end, this reads like data mining. Other studies have performed these sorts of analyses.
(7) "These findings suggested that the effect of religious service attendance was influenced more by lifestyle factors than by intrinsic religiosity per se in this population." This statement makes no sense. Again, it shows a lack of expertise in the field. Why are you comparing the effects of religious attendance with a mediator? Literally hundreds of studies show that religious attendance predicts healthier lifestyles. This does not mean that lifestyles are more important because religion structures lifestyles in the first place. It"s like saying that the bullet is more important than the gun.
(8) "In the study, we did not collect the data on whether participants" religious involvement influenced their health behaviors, therefore were unable to statistically distinguish mediators from confounders for the lifestyle factors." This doesn"t make any sense. You control for lifestyles. You can estimate these associations.
(9) "Another limitation of our study is that we did not collect information on the reasons, such as religious devotion or loneliness, for attendance at religious services, which would affect mortality differently." Devotion? Attendance is an indicator of devotion. You control for spirituality and importance of religion. Loneliness? You control for depression.
(10) Because most studies focus on all-cause mortality, I would emphasize the cancer results.
REVIEWER
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GENERAL COMMENTS
• Introduction: It would be helpful if the authors could provide more social and historical context about religion in the underserved populations in the Southeastern United States, and why we should be concerned with this topic for this specific group despite the existing evidence on religious service attendance and mortality in the United States. In another word, it would be helpful to highlight why the research questions and hypotheses are important. I would start with introduction with the sentence on page 4 "according to the Gallop ….., ten of the 12 states with the highest self-reported religious service attendance are in the South… " In additions to simultaneously adjust for all R/S measures in model 3 in table 2, it would be helpful to see the results on service attendance by strata of other R/S variables.
• Discussion: the discussion of the results lacks sufficient depth. o It would be helpful if the authors could provide some thorough discussion as to why we observed an association with religious service attendance, but associations were null with spirituality, and other forms of religious involvement. It would be helpful if the authors could provide their thoughts about the unique influence of religious service attendance versus the larger notion of informal community ties or support. Is it the religious nature of the social network or context that matters, or is it the social bonds of community more broadly that exerts influence on mortality? o This study only have one time measurement of religious service attendance which was measured at baseline. The study is still subject to reverse causation issues despite the additional analyses conducted by the authors to exclude deaths occurred within two years after baseline survey. This need to be mentioned in the limitations section of the study. o I recommend to give some background information on the representativeness of the SCCS in the method and discussion section, and comment on the generalizability of this findings. o
The study did not collect information on religious coping, and this should be acknowledged as a limitation in the discussion. o It would be helpful if the authors could acknowledge the limitation of this study due to lack of religious coping information, no information on religious affiliation. If this information has been collected in the study, it would be helpful to provide some background information on religious affiliation/denominations of this study population and details about racial/ethnic identification would be helpful as well.
VERSION 1 -AUTHOR RESPONSE

Reviewer 1"s Comments
(1) The authors cite weak studies like VanderWeele (2017) while ignoring studies from leaders in the field of religion and health. Please cite missed reviews like:
Response: We have cited more reviews and recent articles as suggested. The total number of references was increased to 47 from previous 36.
Response to points (2) & (3): We have made major changes to the "Introduction" section according to the reviewers" suggestions. We have explained the scientific background and rationale more clearly. We have cited some previous studies on the mediation of lifestyle factors and psychosocial resources on the association between religious involvement and health outcome. In addition, as suggested by the reviewer 2, we also provided more details regarding the uniqueness of the Southern Community Cohort Study for the current study purpose.
As suggested, we have re-conducted regression analysis for Model 1 and Model 2. We removed depression from Model 1 (we did not include social support in the original Model 1), and added depression score or personal stress, and social support along with lifestyle factors (smoking status, number of alcohol drinks, physical activity, and HEI) for adjustment in Model 2, to examine the attenuation effect of adjustment for these potential mediators on the effect of religious service attendance on mortality. Depression score and personal stress were analyzed in separate models because they were highly correlated.
Response: We have recognized this limitation in the revised manuscript (page 14 of the revised manuscript) (5) The authors could provide more precise interpretations of their HRs. For example, in Model 3, relative to those who never attend, the instantaneous probability of all-cause mortality is reduced by 8% (.92-1*100) for those who attend more than once per week.
Response: We have made the changes as suggested (page 10-11) (6) "We further analyzed the associations of religious service attendance with all-cause mortality stratified by race, gender, socioeconomic and lifestyle factors, to explore the heterogeneity of the associations." Why? What"s the point of this analysis? Without any rationale in the front end, this reads like data mining. Other studies have performed these sorts of analyses.
Response: We have deleted the results of stratified analysis as suggested. We kept the results about the heterogeneity of the associations of religious service attendance with all-cause mortality and cancer mortality across socioeconomic and lifestyle factors (Table 4) and we believe the finding about the association heterogeneity is of interest.
Response: We have changed the sentence to "These findings suggested that the effect of religious service attendance may involve pathways of influence that are not accounted for by the mediational and demographic variables in our models" inthe revised manuscript (page 12 of the revised manuscript)
We have deleted all relevant contents (statistical method, results, Figure 1 , and discussion,) about comparison of the effects of religious attendance with socioeconomic and lifestyle factors.
Response: We have deleted this sentence and added the following paragraph in the revised manuscript (page 12). "Behavioral, emotional, and social factors, as measured in the SCCS, behaved like mediator of the relationship between religious involvement and mortality (40). They are associated with measures of religious involvement, and when controlled for in a multivariate model attenuate the strength of association between the religious involvement measures and mortality, as shown with Model 2 in Table 2 . After adjustment for possible mediators, only the effect of religious service attendance remained significant but substantially attenuated, which was slightly further attenuated with adjustment for other religious involvement, depression score, and social support (Model 3). These findings suggested that the effect of religious service attendance may involve pathways of influence that are not accounted for by the mediational and demographic variables in our models." (9) "Another limitation of our study is that we did not collect information on the reasons, such as religious devotion or loneliness, for attendance at religious services, which would affect mortality differently." Devotion? Attendance is an indicator of devotion. You control for spirituality and importance of religion. Loneliness? You control for depression.
Response: We have addressed the study limitations in a different way, as shown below and in the revised manuscript (page 14):
"Our study has several limitations. First, most of the SCCS participants were recruited at community health centers (23), which were not representative of the general US southern population. Therefore, the results of this study should not be generalized to the general population. Next, we did not collect the data on religious coping, religious affiliation, and other aspects of religion and spiritual, which might affect mortality differently. Finally, our assessment of religion involvement was limited by data measure at one point at the baseline, the study findings are subject to reverse causation issues. To ease the concern of reverse causation, we also conducted the Cox regression analyses with exclusion of deaths occurred within two years after the baseline survey and foundthe results remained virtually unchanged." (10) Because most studies focus on all-cause mortality, I would emphasize the cancer results.
Response: We have added more contents on cancer death in the revised manuscript. The added contents include:
Relative to those who never attended, cancer death was reduced by 15% for those who attended religious service attendance > 1/week (HR: 0.85, 95% CI 0.75 to 0.97, p=0.014). (in the Abstract and the Results section, page 11 of the revised manuscript)
For cancer mortality, we also observed that the inverse association (HR: 0.74, 95% CI 0.59 to 0.92, p=0.008, not shown in the Table) for religious service attendance >1/week were more evident among those with higher education levels (p for association heterogeneity=0.065), but this pattern was not observed for other socioeconomic and lifestyle factors. (in the Results section, page 11 of the revised manuscript)
Reviewer: 2
• Introduction: It would be helpful if the authors could provide more social and historical context about religion in the underserved populations in the Southeastern United States, and why we should be concerned with this topic for this specific group despite the existing evidence on religious service attendance and mortality in the United States. In another word, it would be helpful to highlight why the research questions and hypotheses are important. I would start with introduction with the sentence on page 4 "according to the Gallop ….., ten of the 12 states with the highest self-reported religious service attendance are in the South… " Response: We have made major changes to the "Introduction" section according to the reviewers" suggestions. We have explained the scientific background and rationale more clearly. We have cited some previous studies on the mediation of lifestyle factors and psychosocial resources on the association between religious involvement and health outcome. In addition, as suggested, we also provided more details regarding the uniqueness of the Southern Community Cohort Study for the current study purpose.
• Method and results: o It would be helpful if the authors could provide some information regarding the loss of follow up rate.
Response: The formation of religious involvement and other covariates was collected at the baseline. Vital status was obtained via linkage to the Social Security Administration"s Death Master File. There was not an issue of loss to follow-up in this study. We added the following sentence in the revised manuscript (page 8): "The outcome information was obtained virtually for all participants." o I would recommend the authors consider propensity score methods, either weighting or matching, and think it would be good to compare results across different analytical methods and would greatly strengthen the study.
Response: We conducted additional analyses using the propensity score methods, and found similar results. We prefer to report the results using the traditional regression methods. Simulation studies suggest a benefit of propensity scores in the situation of few outcomes relatively to the number of confounding variables (Ref 1). This is not the case for our study with relatively large number of events. Our observations were consistent with previous reports (Ref2-3) that provided no indication of superiority of propensity score methods over conventional regression analysis for confounder adjustment. o Since this is a cohort of primary low-income black and white participants, it would be helpful to have results provided specifically by high and low income, or show whether the associations between religious service attendance and mortality differ by income level. The use of combined score approach is less clear and I would recommend to list results specifically by income, neighborhood SES, education level etc.
Response: We would agree with the Reviewer 1"s comments "Without any rationale in the front end, this reads like data mining" about the stratified analyses, we have deleted the results of stratified analysis. We kept the results about the heterogeneity of the associations of religious service attendance with all-cause mortality and cancer mortality across socioeconomic and lifestyle factors (Table 4) and we believe the finding about the association heterogeneity is of interest. o Racisms was not adjusted for in the multivariable model, which I recommend to add in as this is a variable of particularly relevance.
Response: We don"t have information on racisms.
o In additions to simultaneously adjust for all R/S measures in model 3 in table 2, it would be helpful to see the results on service attendance by strata of other R/S variables.
Response: Taking into consideration of the concern raised by Reviewer 1 on stratified analyses, we prefer not to report results on service attendance by strata of other R/S variables.
• Discussion: the discussion of the results lacks sufficient depth.
o It would be helpful if the authors could provide some thorough discussion as to why we observed an association with religious service attendance, but associations were null with spirituality, and other forms of religious involvement. It would be helpful if the authors could provide their thoughts about the unique influence of religious service attendance versus the larger notion of informal community ties or support. Is it the religious nature of the social network or context that matters, or is it the social bonds of community more broadly that exerts influence on mortality?
Response: We have made multiple improvements in the discussion section as shown in the marked copy of the revised manuscript.
o This study only have one time measurement of religious service attendance which was measured at baseline. The study is still subject to reverse causation issues despite the additional analyses conducted by the authors to exclude deaths occurred within two years after baseline survey. This need to be mentioned in the limitations section of the study. o I recommend to give some background information on the representativeness of the SCCS in the method and discussion section, and comment on the generalizability of this findings.
o The study did not collect information on religious coping, and this should be acknowledged as a limitation in the discussion. o It would be helpful if the authors could acknowledge the limitation of this study due to lack of religious coping information, no information on religious affiliation. If this information has been collected in the study, it would be helpful to provide some background information on religious affiliation/denominations of this study population and details about racial/ethnic identification would be helpful as well.
Response: We have added the following paragraph to address the study limitations in the revised manuscript (page 14):
"Our study has several limitations. First, most of the SCCS participants were recruited at community health centers (23), which were not representative of the general US southern population. Therefore, the results of this study should not be generalized to the general population. Next, we did not collect the data on religious coping, religious affiliation, and other aspects of religion and spiritual, which might affect mortality differently. Finally, our assessment of religion involvement was limited by data measure at one point at the baseline, the study findings are subject to reverse causation issues. To ease the concern of reverse causation, we also conducted the Cox regression analyses with exclusion of deaths occurred within two years after the baseline survey and found the results remained virtually unchanged."
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GENERAL COMMENTS
The revision is much improved. This will make a nice contribution to previous work.
